A 64-year-old woman with abdominal pain, fever, and jaundice that correlated with changes in liver function test results underwent a choledochojejunal (CJ) anastomosis cannulation. MRCP showed a tight, persistent choledochojejunostomy stricture, and an enteroscopy-assisted ERCP by the use of pediatric colonoscope with a clear cap was performed. The duodenojejunal anastomosis was noted in the first portion of the duodenum and was patent. The pancreaticobiliary limb was then intubated, and the severely strictured CJ anastomosis was identified (measuring 1 mm). A 0.025-inch glide 1 guidewire (VisiGlide Guidewires; Olympus, Hamburg, Germany) was then used, and the bile duct was cannulated. Cholangiography showed a 5-mm CJ stricture with filling defects consistent with stones ([Fig. 1](#fig1){ref-type="fig"}). The CJ was dilated with a 7F Soehendra dilator (Cook Medical, Bloomington, Ind, USA); however, the dilator could not be advanced deeply into the duct, and there was a thick waste at the stricture that did not resolve after dilation ([Fig. 2](#fig2){ref-type="fig"}); thus, the stent could not be placed.Figure 1Cholangiogram showing a short choledochojejunal stricture with filling defects consistent with stones.Figure 2Dilation of the choledochojejunal stricture with a 7-inch Soehendra dilator because it was too narrow for passage of a sphincterotome.

The patient returned at a later date, and the stricture was dilated to 9 mm with a CRE balloon (Boston Scientific, Marlborough, Mass, USA) and was amenable to placement of a 5F × 7-cm plastic pancreatic duct stent ([Video 1](#appsec1){ref-type="sec"}, available online at [www.VideoGIE.org](http://www.videogie.org){#intref0010}). The CJ-anastomosis was then opened with a needle-knife under plastic pancreatic duct stent guidance ([Fig. 3](#fig3){ref-type="fig"}). The plastic stent was then removed, and the anastomosis was dilated to 6 mm by use of a Quantum balloon (Boston Scientific), with resolution of the stricture. The common bile duct was then swept of stone fragments. A fully-covered metal stent was then placed (10 mm × 40 mm). Repeated ERCP 2 months later showed stricture resolution ([Fig. 4](#fig4){ref-type="fig"}). In conclusion, this stricture was resolved by CJ-anastomosis cannulation, with a successful result ([Fig. 5](#fig5){ref-type="fig"}). The patient remained asymptomatic at the 6-month follow-up visit.Figure 3During repeated ERCP, opening of the choledochojejunal stricture and use of a needle-knife under plastic pancreatic duct stent guidance to perform a cut at 4 to 5 o'clock.Figure 4Stricture resolution after 2 months is shown, and the bile-duct lining is visualized.Figure 5Cholangiogram showing that choledochojejunal stricture has resolved.

The needle-knife stricturotomy is an effective method for refractory CJ anastomotic strictures. This needle-knife stricturotomy over biliary stents or with the use of guidewires helps guide incisions. Last, the minimal cutting at the 4th quadrant followed by balloon dilation may be safer than needle-knife stricturotomy alone.
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Video 1Endoscopic management of refractory CJ anastomotic stricture using combination of CRE dilation followed by needle-knife stricturotomy.
